Chris Calitz, The American Heart Association
A fter a HERO conference in San Diego, Chris and I enjoyed a wondrous hike along The Yucca Point Trail. We stopped at an overlook with a dazzling view of ''Flat Rock,'' a place where a friend of mine insists the earth and the sky first meet. It is also a place for simple ideas to come together because the more we discussed what AHA, TAHP, and HERO are working to accomplish, the more this issue of TAHP seemed to be organizing itself. Hence, the plan to do this special AHA/TAHP issue was simple. But, as Chris can attest, getting it done was not easy. To seal the deal, I joined Chris in a meditative assembling of Torrey Pines pebbles to signify how AHA16 and the new Center for Workplace Health Research and Evaluation, headed up by Chris Calitz, would make Life's Simple 7 just a bit easier. Especially for others like me who can't say no to M&Ms.
The Role of Leadership in Building a Workplace Culture of Health Nancy Brown T he United States spends more on health care than any other country, yet we are far from achieving optimal health across our population. Health promotion and prevention are critical to changing this dynamic, particularly by addressing risk factors for chronic illnesses such as cardiovascular diseases and stroke, and US employers can play a crucial role in achieving this. Heart disease remains the number one cause of premature death in the world. Despite ongoing advances in treatment and medication, the American Heart Association/American Stroke Association (AHA/ASA) recognized the importance of prevention and health promotion when we set out to achieve our 2020 Impact Goal: By 2020, improve the heart health of all Americans by 20% and reduce mortality from heart disease by 20%. 1 The first part of our impact goal requires that we implement strategies that help to build a culture of health where we live, work, play, and pray. A culture of health is one in which the healthy choice is the default choice; the concept recognizes the vital role that environments have in determining our ability to adopt and maintain healthy behaviors. Simply telling people to eat better or exercise more will not significantly improve health outcomes over time.
The workplace is a vital setting for cardiovascular disease prevention and health promotion. 2 The AHA has engaged organizations for over a decade to reduce the high burden of chronic disease by promoting tobacco cessation, physical activity, and healthy eating. To help achieve impact at regional and national scale, we convened the CEO Roundtable in 2014, 3 a group that today comprises 26 CEOs from some of America's largest corporations that are committed to improving the health and Chris Calitz Nancy Brown well-being of their employees and their communities. These CEOs have formed a learning collaborative and actively serve as role models for healthy living to build a culture of health in their workplaces. Together, these companies have an estimated reach of nearly 8 million including employees and their dependents. The CEOs have agreed to 6 guiding principles (Table 1) , including promoting the AHA's prescription for health called Life's Simple 7-a scientifically validated measure of cardiovascular health and a pathway to achieve ideal cardiovascular health.
Life's Simple 7 comprises 4 modifiable behaviors-not smoking, healthy weight, eating healthy, and being physically active-and 3 important biometric measures-blood pressure, cholesterol, and blood sugar. A 50-year-old with ideal cardiovascular health has substantially lower lifetime risk for cardiovascular disease and markedly longer survival. 4 Unfortunately, an AHA Nielsen study of adult employees conducted for the CEO Roundtable showed that most adults overestimate their heart health; 39% surveyed thought they had ideal heart health, whereas studies show that only about 1% of Americans have ideal levels for all 7 metrics, the definition of ideal cardiovascular health. 5 We encourage employers to use the science of Life's Simple 7 (described further below) to assess the heart health of their employees and monitor progress toward improved heart health. 6 The Nielsen survey also highlighted the role that leadership can play in building a culture of health: 55% of all employees said that it is ''very important'' or ''important'' to see a CEO setting an example in taking care of his or her own health. The survey found that employer encouragement was associated with higher levels of self-reported employee health and wellbeing measures such as eating healthy, more energy, and less stress. However, only 1 in 5 employees say that they are aware of their CEO being involved in corporate wellness activities, and only 1 in 4 employees said they believed their employer cares ''a great deal'' or ''a lot'' about their health. Clearly, there is more that we can all do as CEOs and leaders in our organizations to build trust. Underpinned by the science and mission of the AHA, the CEO Roundtable members are committed to test and evaluate scalable solutions for companies across the country to improve workplace health and well-being.
Called for by the CEO Roundtable to provide an additional external incentive to improve employee health, the AHA announced a new national recognition and award program for workplace health. 7 Using the AHA's existing Fit-Friendly Worksite recognition program as a foundation, the new quality improvement platform for the workplace adds greater emphasis on performance measures using Life's Simple 7 as a validated, standardized measure of ideal cardiovascular health on an annual basis. The AHA's Workplace Health Achievement Index 8 will allow employers to annually assess the quality of their workplace health program and employee heart health and help to track progress over time using standardized, sciencebased criteria.
We are striving to make a significant impact in the workplace by convening our national CEO Roundtable and applying Life's Simple 7 and our quality improvement framework for worksites. A convergence of health and economic factors over the last 2 decades has highlighted the importance of the workplace as a crucial site for evidence-based chronic disease prevention and population health management. Adult men and women increased their life expectancy between 1990 and 2010; however, there was a faster increase in years lived with disability due to the high burden of chronic noncommunicable diseases (NCDs) such as obesity, diabetes, and hypertension. 1 Treating people with NCDs accounted for approximately 84% of annual health-care expenditures of US$2.7 trillion in 2011 or 17.9% of gross domestic product. Although medical costs are driven by NCDs at all ages, two-thirds of health-care dollars are spent on treating NCDs among working adults aged <65 years. 2 At the same time, health insurance premiums and workers' contributions to premiums have outstripped workers' earnings and inflation. Although overall inflation increased by 40% between 1999 and 2013, during the same period, health insurance premiums increased by 182% and workers' contributions to premiums by 196%. During this time, however, workers' earnings increased only 50%. 3 These sobering trends demonstrate that employers and employees are struggling with rising health-care costs. Since the majority of working-age US adults receive employer-based health insurance, employers and employees would benefit from improved health and well-being in the workforce.
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Despite impressive reductions in mortality from cardiovascular diseases and stroke as a result of improved prevention and treatment strategies, these 2 conditions remain the first and fifth leading causes of death in the United States, respectively. 4 Several studies have found a positive association between the prevalence and the number of risk factors and direct medical costs. According to a 2004 study, employees with 5 or more risk factors incur annual claims costs of approximately US$12 000 cmpared to US$2167 for employees with no risk factors. 5 An estimated 20% to 30% of companies' annual health-care expenditures are spent on employees with 10 modifiable risk factors, including the 7 risk factors that comprise Life's Simple 7: cigarette smoking, obesity, hypertension, dyslipidemia, physical inactivity, poor diet, and diabetes mellitus. In addition, 3 other factors-depression, stress, and overconsumption of alcohol-are important risk factors inversely associated with cardiovascular health (CVH) and positively associated with higher medical expenditures. The combined contribution of risk factors for heart disease predicted increased employer medical costs by 213.6%. 6 The reasons for the deterioration in the health of the US workforce are very well documented. Workforce obesity prevalence doubled from roughly 15% to 30% between 1968 and 2011. 7 As manufacturing and agricultural jobs declined and more sedentary service jobs increased since the 1960s, there has been an associated and steady decrease in work-related energy expenditure over time. Daily occupation-related energy expenditure is estimated to have decreased by more than 100 calories over the last 50 years, and this reduction accounts for a significant portion of the increase in mean body weights for men and women. 8 Clearly, these negative trends matter not only to physicians but also to all stakeholders in public life, including employees, families, corporations, and the larger community. There are numerous documented benefits of a healthy workforce for the employer and the employee as summarized by Nico Pronk and shown in Table 1 .
A recent AHA review of the science supporting workplace health concluded that well-designed, comprehensive workplace wellness programs have the potential to improve CVH and to reduce mortality, morbidity, and disability resulting from cardiovascular disease and stroke. 9 Despite the potential reach of workplace health programs to improve population health, however, a 2004 survey estimated that approximately 6.9% of US employers offered truly comprehensive workplace wellness programs. 10 That is why AHA/ASA is committed to promoting the adoption of science-based comprehensive workplace wellness programs, as well as improving wellness program quality and workforce health outcomes. K nowledge that ideal levels of cardiovascular health (CVH) factors and health behaviors in children and adults predict a low lifetime risk of cardiovascular morbidity and mortality has guided the American Heart Association (AHA) to develop a strategic impact goal to improve CVH status of all Americans. 1 Ideal CVH is defined by the AHA as the absence of disease and favorable levels of health factors and health behaviors. Specifically, ideal levels of 3 health factors are defined as having cholesterol <200 mg/dL, blood pressure <120/80, and fasting blood glucose <100 mg/dL. Furthermore, it defines 4 ideal health behaviors as never smoking or quit more than 12 months previously, maintaining a body mass index of <25 kg/m 2 , being physically active for !150 minutes weekly at a moderate intensity or !75 minutes weekly at a vigorous intensity, and maintaining 4 to 5 components of a healthy diet. In addition to ideal status, for each of these 7 factors, the AHA has also defined thresholds to classify people as intermediate or poor status, as shown in Table 1 . Thus, an individual may be classified as poor, intermediate, or ideal for each of the 7 factors, now known as Life's Simple 7.
The National Health and Nutrition Examination Survey (NHANES) is a national surveillance survey that is used as the primary data source to track the health of the US population. The 2011 to 2012 data indicate much room for improvement in Life's Simple 7 in adults and children. 2 For example, only about 1% of adults 20-years and older had an ideal diet, 31% an ideal body mass index, and 42% an ideal blood pressure. Data were more favorable for smoking at 78% ideal, yet 20% were poor. Figure 1 shows these data in detail. Data for adults 20-49 years and 50 years and older are shown in Chart 2-3 of the AHA/ASA Heart Disease and Stroke Statistics -2016 Update. 2 Life's Simple 7 may be used as a framework for assessing the health of individuals or groups. In particular, employers may use Life's Simple 7 to monitor their employees' health status longitudinally. Numerous studies have confirmed the associations of favorable scores with reductions in leading causes of disability and death including coronary heart disease, stroke, end stage renal disease, cognitive impairment, certain cancers, and venous thromboembolism. Thus, the metric represents a construct that is important not just for CVH but for overall health as well.
Life's Simple 7 scores have also been related to health-care costs and the indirect costs associated with employee productivity. Favorable CVH scores have been associated with reduced depressive symptoms, improved optimism, and a lower number of absent days per month. In the Reasons for Geographic and Racial Differences in Stroke study, favorable Life's Simple 7 status was associated with lower levels of depressive Mary Cushman symptoms. 3 In the Multi-Ethnic Study of Atherosclerosis, those with intermediate or ideal health defined by Life's Simple 7 were 1.5-fold and 1.9-fold more likely to have high optimism than those with poor health. 4 In NHANES participants, men with ideal health reported 4.8 unhealthy days in the previous month compared to 6.1 for those in poor health, a difference of almost 1.5 days per month. The association was steeper for women (5.5 vs 8.4 absent days per month). Costs of care have also been related to Life's Simple 7 status. In the Cooper Center Longitudinal Study, the predicted health-care costs were modeled for an 80-year-old by midlife Life's Simple 7 status. For men and women with favorable health status in midlife, the annual costs for cardiovascular disease care were predicted to be 74% lower, whereas costs for noncardiovascular disease conditions were predicted to be 25% lower for both sexes. 5 In conclusion, based on the science to date, harnessing the Life's Simple 7 framework is a parsimonious yet a comprehensive measure to monitor and track progress in the health of the workforce. In the context of a healthy dietary pattern that is consistent with a Dietary Approaches to Stop Hypertension (DASH)-type eating pattern, to consume !4.5 cups/ day of fruits and vegetables, !2 servings/week of fish, and !3 servings/day of whole grains, and no more than 36 oz/week of sugar-sweetened beverages and 1500 mg/day of sodium. 
A Framework to Foster Comprehensive Workplace Wellness Bonnie Spring, PhD
A dverse lifestyle behaviors related to unhealthy diet, physical inactivity, excess body weight, and smoking continue to drive the loss of health that occurs from childhood through adulthood. [1] [2] One estimate is that eliminating these health risk behaviors would make it possible to prevent 80% of heart disease, stroke, and type 2 diabetes mellitus, and even 40% of cancers. 1, 3 It is rare for an individual to have only 1 unhealthy lifestyle behavior. More commonly, health risk behaviors co-occur with other health-compromising behaviors and are accompanied by socioenvironmental influences that further heighten the risk of chronic disease. [4] [5] [6] For example, physical inactivity is associated with lower education, less income, racial/ethnic minority status, and female gender, and as inactivity increases across the life course, 7 it begins to cluster with smoking, poor dietary habits, substance abuse, depression, and anxiety. [8] [9] The prevalence and clustering among health-compromising behaviors call out for intervention strategies that can change multiple adverse lifestyle behaviors efficiently and effectively. The graded reduction in all-cause mortality seen in conjunction with having greater healthy lifestyle factors (HLFs) earlier in adulthood suggests that a substantial proportion of deaths could be prevented or postponed with greater achievement of ideal cardiovascular health. 10 The old folklore that ''behavior can't be changed'' has been dispelled by numerous randomized controlled trials of effective behavioral interventions. 11 So too has the preconception that making health behavior changes in adulthood comes too late to alter the risk of developing chronic disease. Analyses of 3538 adults followed over a 20-year period from young adulthood (ages 18-30) showed that change in a composite measure of HLFs (lean body mass, low alcohol, healthy diet, physically active, nonsmoker) bears a graded relationship to the prevalence of coronary artery calcification (Figure 1 ), intima-media thickening, and signs of subclinical atherosclerosis. 12 Findings suggest that making healthy lifestyle changes between young adulthood and middle age decreases underlying cardiovascular disease (CVD) burden, and conversely, making unhealthy lifestyle changes increases The final concern about investing in healthy lifestyle promotion for adults has been that it is too expensive. This objection lands us squarely in what Fineberg has called the ''paradox of prevention, celebrated in principle, resisted in practice.'' 13 If preventive intervention succeeds and keeps heart disease from developing to begin with, the result is a future nonevent: absence of the onset of heart disease. The value of this nonevent cannot be as readily monetized into a short-term return on investment as can paying for medical treatments that prevent hospitalization of those who are already seriously ill. On the other hand, with direct annual CVD-related costs projected to reach US$818 billion by 2030, comprehensive preventive approaches have become essential at a societal level to stave off bankrupting the healthcare system. Increasingly, employers seek value in worksite wellness programming by looking beyond immediate medical expenditure savings to consider benefits on employee retention, absenteeism, presenteeism, and productivity outcomes. 14 It makes good sense that employers should join forces in promoting the health of the adult workforce not only because ultimately they stand to benefit financially but also because they provide the environmental and social exposures that employees encounter for 2000 hours per year.
To date, societal efforts at fostering healthy lifestyles have focused extensively on personal responsibility and individuallevel interventions. The ecological intervention model depicted in Figure 2 suggests how much greater forward momentum could be achieved by catalyzing healthy lifestyles using multiple coherent levels of influence. 9 Worksites that support self-regulation by providing positive social norms, healthy environmental food and activity defaults, and more intensive behavior change support for those who need it may reap the benefits of doing well by doing good.
Individual

Sociocultural Context
Family, Group, Worksites, Social Network, Peers, Culture deal of research has shown that financial incentives can be used to promote many healthy behaviors such as weight loss, medication adherence, and smoking cessation. However, the optimal ways to deliver health incentives remain uncertain, and several ethical challenges have been raised with regard to paying patients. To promote broader use of health incentives therefore requires greater understanding of how behavioral economic principles may be leveraged to ''supercharge'' financial incentives without increasing their costs and of how incentive programs can be implemented ethically.
Policies & Environment
The core elements of incentive programs include their size, schedule, and structure. Classical economics teaches us that all other things equal, larger incentives are likely to work better than smaller ones. Additionally, contingency management theory provides compelling reasons to believe that providing incentives more immediately upon achievement of the desired behavior, more frequently, and for a longer period of time are all strategies that would promote greater results. Unfortunately, such tweaks to size and schedule also raise the costs of these programs. By contrast, principles of behavioral economics and social network theory suggest that incentives with equal sizes and schedules might nonetheless differ greatly in their effectiveness as a result of how the programs are structured-that is, depending on the ways in which the dollars are disbursed.
We tested this hypothesis in our recent randomized trial comparing 4 incentive programs with usual care for smoking cessation. 1 These programs differed in how the incentives were delivered to successful participants but not in their expected values or payment schedules. This study was conducted among 2538 CVS Health employees and their acquaintances that smoke. These smokers were randomly assigned to 1 of 4 incentive programs or usual care. Two programs targeted individuals and 2 targeted groups of 6 participants. One of each, the individual-and group-oriented programs entailed rewards of approximately US$800 for smoking cessation; the other entailed refundable deposits of US$150 plus US$650 in matching payments for successful participants. Usual care included informational resources and free smoking cessation aids.
As Figure 1 shows, we found that the reward-based programs were much more commonly accepted than deposit-based programs (90% vs 14%) and thus achieved higher rates of sustained smoking abstinence through 6 months among all enrolled participants (16% vs 10%). However, for the approximate 14% of smokers who would have accepted any program, the deposit programs were twice as effective as rewards and 5 times more effective than providing free smoking cessation aids such as nicotine replacement therapy. In other words, adding a bit of a stick was much more effective than a pure carrot-based approach.
Given that large employers spend roughly US$700 per employee per year on wellness programs, and the costs of employing smokers are much higher than the costs of employing nonsmokers, these findings suggest great potential for employers to simultaneously improve health and restrain their costs. Indeed, within a month of the publication of these results, CVS Health rolled out a new wellness program for their more than 200 000 employees nationwide called ''700 Good Reasons.'' This program uses a slightly modified version of the deposit contract-based incentive program for smoking cessation shown to be effective in this trial.
However, some companies may be concerned about the ethics of these approaches. There are 2 core ethical justifications for using financial incentives within workplace settings to help employees stop smoking or take other steps toward better health. The first is based in the traditional economic principle of ''externalities,'' in which the choices of a few carry consequences for many others. Specifically, in the case of smoking, the higher costs of ensuring the fewer than 20% of employees who smoke within most large companies are borne, in part, by the more than 80% of employees who do not smoke. Due to such underlying subsidization of smokers, justice considerations strongly support programs that help reduce smoking. The second justification rests in what are sometimes referred to as ''internalities''-namely, the fact that many people routinely make decisions that run counter to their own preferences and best interests. We know that most smokers actually want to quit-they merely struggle to do so. Thus, programs such as incentives for smoking cessation that succeed in helping employees achieve their own goals are further justified by the ethical principle of beneficence.
In summary, the lessons for large employers are 3-fold. First, incentive programs for smoking cessation can be highly effective but must be carefully designed in accordance with what is known about human psychology. A dollar is not a dollar, and merely reducing monthly insurance premiums for nonsmokers will not have nearly the influence of more tangible transactions that use both carrots and sticks. Second, given the high costs of employing smokers each year, incentive programs that pay US$1000 or more to those who successfully quit will be cost saving for employers, while also promoting greater health among their workforces. Finally, although some have raised concerns with using money to change employees' unhealthy behaviors, such incentive programs are readily justified on the grounds of both justice and beneficence.
The Role of Technology in Tracking Engagement and Outcomes
Lora E. Burke, PhD T he significant advances in technology in the past decade provide numerous communication forms and mobile devices that can be used to enhance individuals' engagement and potentially improve health-related outcomes outside of traditional health-care settings. Self-monitoring of one's behavior is the cornerstone of behavior change; a person cannot identify what needs to be changed until he or she is aware of his or her own behavior. According to the Pew Internet Survey of 2012, 69% of individuals track a health indicator for themselves or for another person. 1 It is reasonable to assume that this figure is much higher today as ownership of smartphones is at 67%, and 1 in 5 smartphone users has a health application (app) on their phone. 2 Of those with smartphone apps, 38% use it to track exercise, 31% monitor their diet, and 12% use an app to manage their weight. 1 Can This Pervasive Use of Mobile Technology Be Used to the Person's Benefit in the Workplace Setting?
A systematic review of selected workplace health-promoting interventions reported that technology use is a natural way to reach employees to assess their health habits and risk factors as well as provide feedback in the form of education or counseling. 3 The Health Enhancement Research Organization (HERO) monitors emerging trends to identify best practices of employee engagement. The HERO Wearable Tracking Device Survey was administered in 2014 to 2015 to 188 organizations and had a 63% response rate, with the majority (63%) being companies that employed <5000 employees. 4 The HERO survey found that 46% of the companies included health trackers. An array of physical activity wearable devices was used, but the overwhelming majority (77%) used a Fitbit. Fifty-one percent of the employers indicated that they fully subsidized the fitness trackers and 74% of the 68 employers who responded to the question indicated that they provided them for all employees. Eligibility requirements for receiving a fitness tracker varied widely, with only 45% requiring registration, 16% requiring completion of health assessment screening, and 12% requiring completion of another activity or program. Eighty-one percent of the employers reported that anywhere from 25% to 100% of their employees registered for a tracker, and 91% reported that the activation rate for the trackers varied from 25% to 100% (Figure 1 ). Regarding employee use of subsidized trackers, the results from the HERO survey were very encouraging, with 59% using the tracker for more than 12 weeks and 54% using the tracker for longer than 6 months ( Figure 2 ). The survey showed that 54% of the employees had a high initial interest and sustained that high interest, whereas 38% began the tracking activity with high interest but could only sustain a low interest in its use. Qualitative data revealed that individuals were frustrated with the slow pace of improving the wearable devices. Current limitations of employer use of tracking devices include how to motivate uninterested employees. However, employees have a strong interest in using physical activity trackers, which can be leveraged to engage employees in wellness efforts. For worksites that do not subsidize the full costs of the trackers, providing at last partial cost would reduce barriers to their use.
Sustaining engagement in the use of health-related trackers is a major concern in the mobile health field. An American Heart Association scientific statement included a review of 69 randomized control trials on consumer use of mHealth for the prevention of cardiovascular disease, which revealed that there is essentially no efficacy data on sustainability in the use of these devices. 5 However, the absence of data does not suggest that we should not use these mobile trackers to help individuals learn about their health-related behaviors. On the contrary, we need to use them and preferably also conduct rigorous clinical trials to test the efficacy of their use in reducing cardiovascular risk, including control of blood pressure and diabetes and reducing the use of tobacco and consumption of high-fat foods and sugarsweetened beverages. Moreover, these tools have potential to significantly improve cardiovascular health. There is extensive evidence that providing feedback to individuals on their behavior helps motivate them in sustaining behavior change. 5 In summary, although the use of the workplace as a setting to address improved health has made impressive gains, future direction needs to include more thorough evaluation of the effect of employee health and wellness tracking on health-related outcomes and workplace productivity. Also, although distributing wearable devices to track health-related behaviors is an excellent strategy to increase individuals' awareness of their behaviors, it is just as important to invest in engaging employees to use these data to evaluate their lifestyle habits and counsel on how to change them, if indicated, to improve their health. Overall, employers providing an environment where healthful options are the default will go a long way in supporting healthful behavior change. 
From Return on Investment to Value on Investment of Workplace Health Programs
Jessica Grossmeier, PhD, MPH M any employer stakeholders are interested in knowing if their investment in workplace health promotion (WHP) programs is providing a financial impact and if the total value of that financial impact is sufficient to pay for the program. As a result, return on investment (ROI) is a common measure of program success and has often focused on quantified savings based on health-care cost containment. More recently, there has been a growing interest in a broader value proposition for WHP and the subsequent emergence of the concept of value on investment (VOI).
Although health-care cost reduction and ROI are given a lot of attention in the mainstream media, recent surveys indicate a majority of employers justify their investment in WHP through a broad array of outcomes, which include health-care cost reduction. 1 In fact, the published research on ROI for WHP often includes other financial outcomes such as absence and productivity impacts. This growing recognition has led to an interest in the concept of VOI, but what is the difference between ROI and VOI? And how do these concepts fit together within a comprehensive evaluation plan for WHP?
Distinction Between ROI and VOI
The ROI presents a mathematical formula and is often represented as a benefit-cost ratio with financial impacts quantified in the numerator of the equation and program investment or cost in the denominator. Although financial impact may be limited to a single outcome such as health-care cost savings, a more comprehensive ROI formula may sum several different types of financial outcomes as long as they are expressed monetarily. Use of ROI as an outcome measure helps stakeholders to understand whether the program produced a financial impact that exceeded the cost of the initial program investment.
The VOI is not limited to a specific mathematical formula but rather a framework of outcomes that represent the total value of a program. Unlike ROI, it may include outcomes that cannot be readily monetized. The VOI represents the qualitative and quantitative benefits or value yielded from a program and may include outcomes such as employee satisfaction and morale, employee performance at work, engagement with one's work, quality of life, and retention rates. The VOI helps stakeholders understand the total value derived from their investment in WHP. 
Measures in a VOI Framework
Linking WHP to Broader Value
What if your organizational stakeholders are focused on customer loyalty and financial growth? Is it really realistic to link such outcomes to WHP initiatives? Perhaps not directly, but a growing body of research suggests that employee health and well-being has a significant impact on human capital outcomes such as employee engagement with their employer, absence rates, disability rates, employee performance and productivity, employee turnover, employee satisfaction with their employer, and employee safety. These types of outcomes in combination are linked to an organization's profitability, revenue growth, customer loyalty, and market perceptions about the employer.
The VOI approach to measurement begins by leveraging existing research to support the alignment of WHP initiatives to an organization's core business strategy. The value proposition is that WHP initiatives increase workforce capability, morale, and engagement, which drives organizational performance. In order for WHP programs to be linked to this broader value proposition, they must also be broad and holistic in their approach (Figure 2 ). 3 So how do you know if your WHP initiatives are broad and 4 The HERO Scorecard is an inventory of evidence-based best practices, and organizations with higher scores have been demonstrated to have lower health-care cost trends 5 and better financial performance in the form of stock price. 6 In conclusion, ROI outcomes are an important but insufficient measure of WHP program success. The value proposition for investment in workforce health and well-being is much broader, and organizational leaders are shifting their thinking.
Substantial research links workforce health and well-being with a broad array of outcomes that include, but are not limited to, health-care cost containment. However, if you broaden your value proposition for WHP, you need to ensure your initiatives are equally broad and comprehensive in nature. There are a growing number of measurement tools to help you think through the measures that are most valuable to your organization's stakeholders and still more tools to help you determine whether your approach to WHP is broad enough to affect those outcomes. Two such tools include the HERO-PHA Program Measurement and Evaluation Guide and the HERO Scorecard. 
Research Designs for Workplace Health Programs
Ron Goetzel, PhD M easuring the progress and outcomes of your workplace health promotion program is essential for providing evidence of its effectiveness. Also, sharing information about progress and setbacks adds a rationale for making program changes and allows you to track the impact of these changes on program outcomes. Creating an evaluation plan before implementing the program, monitoring progress regularly, collecting data on multiple outcomes over time, and analyzing and reporting major outcomes will maximize the impact of your findings.
Create a program logic model to guide your program design, implementation, and evaluation. A logic model is a visual tool that graphically represents the relationship between a program's activities, the desired outcomes, and the theoretical rationale (logic) that connect them. Figure 1 shows a logic model used for worksite health promotion adopted by the Center for Disease Control and Prevention (CDC) Community Guide Task Force. 1 It depicts the 3 evaluation ''buckets'' that a comprehensive evaluation of a workplace health, safety, and productivity management program should ideally encompass:
1. Structure: Indicators that measure organizational policies, programs, and environmental supports (including leadership engagement). 2. Process: Indicators that describe tangible results from health promotion programs such as participation, engagement, and satisfaction.
3. Outcomes: The health, financial, and productivity metrics that your program is designed to improve over time. Also important are outcomes that fall under the ''value'' umbrella, for example, attraction and retention of talent, company reputation, quality of work life, and employees' engagement in their jobs.
There are many tools that help health promotion planners assess organizational structure, including the CDC Worksite Health ScoreCard. 2 Process measures lend themselves to program participation and satisfaction surveys. Outcome assessments are generally more complex because they require theoretical models and data that support the causal effect of an intervention on proximal or distal outcomes that result from the intervention.
There are several research designs and statistical methods that are available to program implementers in order to demonstrate the ''effect'' of their interventions. The randomized control trial (RCT) is still generally considered to be the ''gold standard'' in clinical trials. In an RCT, participants, such as employees, are randomly assigned to a treatment and control group, which significantly minimizes the confounding effects of selection bias. Randomization is not always possible or ethical. For example, we cannot realistically randomize employees into a tobacco program where some employees are expected to continue smoking because exposing them to the adverse effects of smoking would be unethical. Furthermore, randomization in real-life settings can be time-consuming, costly, or difficult to implement from an organizational perspective. Quasiexperimental study designs use statistical methods to approximate the rigor of RCT designs by exposing an experimental group to an intervention such as a worksite health promotion program and comparing the results to a similar (comparison) Ron Goetzel group not exposed to the program. Baseline (before intervention) data are compared to ''post'' (intervention) data for both treatment and comparison group employees to assess the program effect on participants. To control for selection bias, statistical methods are used to ''match'' participants with nonparticipants on such variables as age, gender, employment status, medical plan, region, disease severity, and readiness to change behaviors.
Johnson & Johnson (J&J) evaluated the long-term effects of its Live for Life health and wellness programs on employees' health risks and medical care by comparing outcomes for J&J employees to those of workers at 16 matched comparison companies (similar sector and size) over a 6-year period. Figure 2 visually represents study results showing that the J&J ''culture of health'' program achieved an average cost savings of US$565 PEPY (per employee per year) from 2002 to 2008, representing a return on investment of US$1.88 to US$3.92 for every US$1 spent on the wellness program. 3 Multivariate (multiple variable) analysis is a statistical method used to control for the potential confounding effects of other factors such as age, sex, race/ethnicity, and overall health when examining program participation (the independent variable) on observed outcomes such as medical spending and health-care utilization (the dependent variable).
Although it is generally true that RCTs generate higher quality evidence of effectiveness compared to nonexperimental designs, they are often difficult to implement and may not be generalizable to real-world situations. Table 1 The NHWP was designed to help employers implement science-and practice-based prevention and wellness strategies that could lead to specific, measurable health outcomes to reduce chronic disease rates. For most employers, chronic diseases-such as heart disease, stroke, obesity, and diabetes-are among the most prevalent, costly, and preventable of all health problems. The NHWP sought to reduce chronic illness and disability, improve productivity outcomes, and promote good health through prevention. To be eligible for the NHWP, employers had to (1) have fewer than 1000 employees, (2) not have an existing workplace health promotion program, (3) show leadership commitment to actively participate in and support the program, and (4) commit to allowing employees to participate in health promotion activities during work hours. Two-thirds of participants represented small and midsized employers with fewer than 250 employees. The program focused on smaller employers because only 4.6% of employers with 50 to 99 employees offer comprehensive worksite wellness programs similar to the NHWP. In contrast, 24.1% of employers with more than 750 employees have such programs. Participants were chosen from 8 communities whose residents had high rates of chronic disease and significant health disparities compared to other communities around the country.
The NHWP began in 2013 with the following goals:
Reduce the risk of chronic disease among employees through science-based workplace interventions and promising practices.
Promote sustainable and replicable workplace health activities and organizational practices.
Promote peer-to-peer business mentoring.
Employers worked with CDC for 18 to 20 months to establish comprehensive workplace health programs designed to reach employees at risk because of physical inactivity, poor nutrition, obesity, or tobacco use. They received intensive support and expertise to set up a combination of program, policy, and environmental interventions to address chronic disease and their risk factors.
Participating employers created workplace health programs that included science-based activities and promising practices. Employers also worked to build their skill and capacity to manage and sustain their health promotion investments after the completion of the NHWP. Capacity-building activities included a series of trainings and participation in community coalitions to build networks and identify opportunities to leverage existing community resources.
In 2015, a total of 41 employers completed the program. These employers made significant strides in building healthy work environments, developing a culture that promotes health in the workplace, and creating access and opportunities for employees to choose or maintain health behaviors. Employers used the CDC Worksite Health ScoreCard to select evidencebased strategies and interventions. They also used the ScoreCard to assess the extent to which they had built a foundation to support and maintain their workplace health programs, including the use of strategies such as having an active wellness committee, cultivating leadership support, having an annual budget, and integrating health goals into overall organizational objectives.
Results of the baseline and follow-up assessments indicated that employers put 1561 strategies and interventions into place during July 2013 to March 2015. These strategies and interventions included 1062 programs (68%), 81 policies (5%), 167 environmental supports (11%), 59 health benefit strategies (4%), and 192 organizational supports (12%). ScoreCard data showed that the largest mean score changes from 2013 to 2015 occurred in the areas of organizational supports (þ14.9 points; P < .0001), physical activity levels (þ7.9 points; P < .0001), diabetes prevention (þ6.8 points; P < .0001), and high blood pressure (þ5.5 points; P < .0001).
Employees also reported improvement in their health. In 2013, a total of 5471 employees participated in the health assessments. In 2015, a total of 1747 employee participated, including 825 who participated in both assessments. Overall, the percentage of employees who reported using tobacco and who were obese was lower in 2015 than in 2013. The percentage who were physically active and who reported eating 5 daily servings of fruits and vegetables was higher. The 825 employees who participated in both assessments reported that they were getting more regular physical activity (from 30% to 38%; P < .0001) and eating 5 daily servings of fruits and vegetables more often (from 6% to 13%; P < .0001).
The NHWP demonstrated that small employers can implement evidence-based health promotion interventions, cultivate leadership support and program participation, see positive changes in employee behavior and health status, and sustain programs and health improvements over time. The CDC has produced case studies highlighting the success of employers who established workplace health programs as part of their participation in the NHWP.
An Interview With Eduardo Sanchez, MD, MPH, Chief Medical Officer for Prevention, AHA Chris Calitz, MPP, and Paul E. Terry, PhD A s described in the Editor's Desk section above, a simple plan for this issue of The Art of Health Promotion (TAHP) came together during a hike Chris and Paul enjoyed after a conference in San Diego. The Torrey Pines Reserve was a fitting place for us to get to know each other better because the yucca flowers and patterned ''Tafoni'' sculptures in the bluffs are reminiscent of Table Mountain Reserve above Cape Town, the South African city where Chris grew up. It is also the city Paul found most fascinating during the years when he worked in HIV prevention in Southern Africa. The use of certain public health terms in the United States, such as health equity, geographic disparities, and unequal access to care, seems relatively blithe when put in the context of recent history in South Africa. Still, both here and there, the terms represent the most vexing challenge ahead for employers hoping to make ''Life's Simple 7,'' discussed extensively in the articles in this issue of TAHP, more accessible to a changing American workforce.
When considering the unique contributions that the American Heart Association (AHA) can make to the workplace health promotion movement in the United States, 2 things stand out. One is bringing substantive expertise and authentic leadership to ameliorating disparities in workplace health. Another is adding the deep scientific imprimatur that resides at the Heart of AHA to the work of improving employee wellness. On both counts, Eduardo Sanchez embodies the passion for equity and the fidelity to science that can help worksite wellness continuously improve. To watch Dr Sanchez facilitate a panel during a conference or make a presentation about health disparities is to witness what is possible when a big hearted advocate also possesses a big-time academic resume. He's been a health commissioner, a director of an academic health policy center, an advisor to Centers for Disease Control and Prevention (CDC), and a board member for Academy Health, to name just a few of the bona fides that position him as a leader who can help transform the work of workplace-based health promotion.
Under Sanchez' leadership as AHA's Chief Medical Officer (CMO) for Prevention, the Association has signaled a renewed focus and commitment to advancing the science, policy, practice, and implementation of workplace health promotion programs by convening the CEO Roundtable in 2014 and recently establishing a new Center for Health Metrics and Evaluation under the leadership of Dr Sanchez. The Center's objective is to help develop metrics and evaluation processes, both internally and externally, to advance a culture of evaluation and help quantify the impact of the AHA's policies and programs to reduce the morbidity and mortality associated with cardiovascular disease and stroke. This interview examines the ways the AHA will differentiate itself as a leader as well as establish itself as a vital partner in workplace health promotion. T he AHA/ASA is a recognized national leader in evidence-based guidelines, care systems, and quality programs in the clinical care realm for cardiovascular diseases (CVDs) and stroke. Our 2020 Impact Goal commits us to improve the heart health of all Americans by 20% by 2020, so we are focusing on promoting science-based best practices for designing, implementing, and evaluating health promotion programs in communities, in schools, and in the workplace. Since 2008, we have published several statements on the opportunity and importance of the workplace as a setting for improving CVD prevention and health promotion programs and the importance of implementing well-designed workplace health programs to improve the cardiovascular health (CVH) of the nation. We have also participated in consensus statements on a variety of topics, including the recent Equal A 20% Improvement in Heart Health Is Ambitious to Be Sure; How Will You Know You're Making Progress?
The Association is a trusted organization with a well-known brand. That trust is why Nancy Brown was asked to convene the CEO Roundtable by the CEOs of Macy's and KKR. The AHA CEO Roundtable, cochaired by the CEOs of Macy's and KKR, serves as a ''learning collaborative'' where employer members can stay up to date on the most current research and findings, share their best practices, and pilot new approaches to improving health and well-being at significant scale. With input from the CEO Roundtable, the AHA has developed and recently conducted a soft launch of a new continuous improvement framework for workplace health. This framework is underpinned by the Workplace Health Achievement Index (Index), a comprehensive assessment of an organization's workplace culture of health (policies and programs that support employee health), as well as employee health outcomes as measured by Life's Simple 7, the AHA's heart health (and arguably overall health) assessment. Our experience from improving quality outcomes in hospitals has taught us that continuous quality improvement is a complex but systematic process involving many stakeholders, so achieving our goals will take tenacity and time. At the moment, we are focused on implementing the Index, evaluating its effectiveness, and refining it based on what we learn-a quality improvement approach.
The Worksite Health Field Has Long Been Evidence Based, But New Entrant Providers of Wellness are Increasingly Entrepreneurial. How Can Employers Identify Quality and Credibility Differences Between Wellness Providers?
You are absolutely correct. We are seeing a new era of disruption and innovation in the worksite health field being fueled by digital technology and the potential for big data and tempered by consumer concerns about data privacy. New entrants are leveraging the opportunities of mobile health and technology platforms that aim to provide employers with integrated functions and reporting, and employees with actionable information, resources tailored to their individual risk profiles and preferences. There are many reasons why an employer may choose a particular wellness vendor, including cost and cultural fit. In general, we recommend that employers turn to quality assessment organizations such as URAC and the National Committee on Quality Assurance that have developed wellness-specific accreditation programs and quality standards for workplace wellness vendors. Employers can also turn to publicly available resources such as Guide to Community Preventive Services (The Community Guide) for risk-specific interventions that have evidence of effectiveness. It makes sense that employers want to be sure that wellness vendors understand the regulatory landscape and can help design and implement wellness programs that are legal, ethical, and effective. We recently published a Joint Consensus Statement in response to the proposed EEOC regulations on employersponsored wellness programs where we addressed the issue of wellness program design.
What Measures Will Matter Most if I'm Intent on Demonstrating Progress to an Employer?
Health promotion programs should be informed by the most current and best available science, while also allowing space for employers to experiment or innovate with new approaches, including technology-enabled programs that can support employee health. Practically speaking, this means that employers should conduct assessments of health risks (whether through health risk assessments and/or biometric screenings) that also provide individual employees with feedback-a summary of their health risks and suggested activities to improve their health, for example. Based on the aggregate of assessments, employers can consider providing health promotion programs that are informed by the assessments and that have been recommended by relevant expert panels through consensus statements and from peer-reviewed studies and systematic reviews such as those conducted by The Community Guide. Depending on the budget and resources of specific organizations, these programs can be delivered individually or in groups, in person or virtually, enabled by technology. As Lora Burke illustrates in an article above, the field of mHealth shows tremendous promise, but issues of effectiveness and access need further scrutiny.
The AHA Is Sponsoring a Quality Award Based on the Newly Launched Workplace Health Achievement Index. Why Did You Decide to Initiate This Recognition Program and What Is Your Long-Term Vision for the Program?
The AHA has been in the recognition business for many years. In 2007, we launched the Fit-Friendly Worksites recognition program, which helped organizations self-assess the degree to which they were implementing tobacco, nutrition, and physical activity policies and programs to support improved employee health. In recent years, we added questions about ''culture of health'' to recognize the important role that organizational leadership and culture play in making the healthy choice the easiest choice. Last year, over 4000 companies applied to be recognized as Gold or Platinum Fit-Friendly companies. Last year, we published a Presidential Advisory on Workplace Wellness Recognition, which reviewed the current scientific literature supporting workplace wellness recognition programs, including our own Fit-Friendly Worksite program. The Advisory found sufficient evidence to support the effectiveness of comprehensively designed workplace health promotion programs but found that few require the regular and consistent assessment of improvements in employee health.
How Will the AHA Differentiate Your Recognition Program From the Many Others?
The Presidential Advisory recommended that the AHA incorporate Life's Simple 7 as a foundation metric of employee heart health in its own recognition program. We launched the Index in February this year to coincide with Heart Month, and by June 30, 2016, over 600 companies had enrolled in the new program. Unsurprisingly, including performance metrics has set the bar higher, and we are currently using user feedback not only to refine the precision of the tool but also to make it more feasible for companies to securely submit employee health data to provide an accurate snapshot of the heart health of their employees. One of our objectives is to integrate Life's Simple 7 into all employee health risk assessments. This would result in the consistent use of science-based, standard, objective measures through Life's Simple 7 to make comparisons in the prevalence and changes in CVH of employees across companies. We are in the early adopter phase of this new innovation, and we look forward to working with employers, employee groups, and policy makers to advance the science and practice of workplace health promotion.
